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CHAPTER 1 - INTRODUCTION 
Statement of the Problem 
Healthcare safety has traditionally focused on patient welfare, safety 
engineering, and life safety issues (Tweedy, 1997). Until recently, safety and health 
policies in hospitals were developed mainly for patients, not workers (NIOSH, 2000). 
Traditionally, hospital administrators and workers considered hospitals and health 
institutions safer than other work environments. Primary hazards to employees 
recognized by the industry included infectious diseases and physical injuries. 
Administrators have therefore emphasized patient care and have allocated few 
resources for occupational health (NIOSH,. 2000). According to the National 
Institute for Occupational Safety and Health (NIOSH), the following factors have 
contributed to the lack of emphasis on worker health (NIOSH, 2000): 
• Hospital workers have been viewed as health professionals capable of 
maintaining their health without assistance. 
• The availability of informal consultations with hospital physicians reduces 
the use of worker health services. 
• Hospitals are oriented toward treating disease rather than maintaining 
health. 
During the past 20 years, healthcare organizations, including hospitals, have 
made the safety program the responsibility of a number of different departments, 
including risk management, human resources, plant engineering, quality assurance, 
and security (Tweedy, 1997). The personnel of the various departments, depending 
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on expertise in the area of safety and workers' compensation insurance, often differ 
in the programming which they implement to address workplace injuries. 
During this same period, healthcare safety has emerged as a discipline with 
special problems, challenges, and hazards. The Joint Commission on Accreditation 
of Healthcare Organizations and the American Hospital Association Joint 
Commission have done much to promote the importance of healthcare safety 
management, serving to increase awareness of safety issues among hospital 
administrators and staff (Tweedy, 1997). In addition, escalating costs of workers' 
compensation insurance have forced hospitals to work with insurance companies on 
improving their overall loss control program. According to the National Safety 
Council: 
Health care facilities operate in a unique environment. No other 
business brings together such a diversity of services, people, and 
equipment. Unlike other services, providing medical care demands 
human performance with no margin for error, 365 days a year, 24 
hours a day, with no downtime, holidays. or lapses in service. 
Health care institutions are entrusted with the safety of several 
distinct groups - employees, visitors, volunteers, and, increasingly, 
members of the community - as well as the life and health of their 
patients. In many cases, particularly in long-term care or psychiatric 
facilities, patients are unable to care for themselves or ensure their 
own safety. As a result, unsafe acts, equipment failures, and other 
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dangerous conditions in these institutions may have especially serious 
- even tragic - consequences. This unique environment makes safety 
a high priority. 
Compounding the risks inherent in the operation of health care 
organizations are rapid and dramatic shifts in society and technology. 
The past 10 years have seen numerous changes unprecedented in 
their effect on health care. Acquired immunodeficiency syndrome 
(AIDS), for example, poses formidable dilemmas both for society and 
for medical facilities. Health. care institutions must care for AIDS 
patients compassionately and safely while ensuring employee safety. 
Advances in technology continue at an astounding rate, giving the 
industry tools, such as lasers, that can greatly enhance treatment and 
concurrently introduce new risks. Changing demographics influence 
health care as greater numbers of people become geriatric and require 
special care. Economic factors, resulting from lower occupancy rates 
and large health care chains, continue to tighten competition in the 
health care market. Negative publicity from unsafe conditions can 
easily damage a facility's competitive position; safe conditions can 
enhance patient care and attract new patients (National Safety 
Council, 1989, p. ix). 
Hospital employees are subject to a wide range of injuries, including lifting 
injuries during patient transfers, slips and falls, chemical and biological agents, cuts, 
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needlesticks, burns, and even combative patients (Tweedy, 1997). According to 
U.S. Department of Labor statistics, hospitals consistently rank well above national 
averages for general industry regarding workplace injuries (National Safety Council, 
1999). Long-term care facilities, often a large component of a hospital's business, 
rank as one of the most hazardous workplaces, doubling the national average for 
workplace injuries (National Safety Council, 1999). 
Given the increasingly recognizable dangers of their occupation, and the 
emphasis placed on safety by the Joint Commission, hospitals have been focusing 
more of the attention of their safety program onto their employees (Tweedy, 1997). 
Motivating factors for improving employee safety are many, including reducing 
workers' compensation costs, the need for available, healthy staff, employee morale 
in an already stressful environment, and the costs of recruiting and training 
replacements for injured employees (National Safety Council, 1988). This final 
factor is particularly important in the current climate of very low national 
unemployment figures. 
For larger hospitals (greater than 250 bed total capacity), a position of "Safety 
Director" typically exists. In this position, a dedicated person has been designated 
to direct the safety program and loss control efforts for the facility. Larger hospitals 
typically have the funds available to have such a position, or hire an outside 
consultant to act as the safety director for the facility. Similar to small businesses, 
small rural hospitals (less than 100 bed total capacity) are often perceived in the 
insurance industry as lacking in funds and/or technical expertise on how to run an 
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effective safety program. There is often no room in the budget for a dedicated 
Safety Director to assist in determining what programming is effective for a rural 
hospital, or to assist in program development and· implementation. Because of 
limited resources, and the differences in the operation of rural hospitals, a need 
exists to determine what low-cost programming can be implemented to assist in 
preventing injuries. This is based on the high injury rate among hospital employees, 
as well as the wide range of hazards to which they are exposed. In addition, a need 
exists to determine what methods of control are effective in reducing the cost of 
injuries to the organization after they occur. Each of these needs is based on how 
the rural hospital manages its safety program, and presumably what specific 
elements the overall safety program contains. An exploratory project would be 
useful in determining what safety programming aspects are most effective in 
reducing injury. 
Exacerbating the problem is the fact that little data are available upon which a 
small, rural hospital can base how it should manage the operation of its safety 
program. Do specific practices exist, which when implemented, will assist in 
controlling injuries within a small hospital? What current management processes 
used by rural hospitals have resulted in the best performance? What loss control 
elements of an overall program currently in practice have effectively reduced 
employee injuries, as well as reduced costs after they occur? Additionally, can 
performance of hospital safety programs be measured, and then used to predict 
losses? What relationships exist between safety practices and employee injuries? 
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Goals and Objectives 
The primary goal of this project is to determine what loss control programs or 
procedures have been the most successful in rural hospitals in the state of Iowa. 
The results of this study will then be shared with hospitals attempting to improve 
their current safety programming. 
To accomplish this primary goal, the following objectives have been set forth: 
1. Evaluate how rural hospitals currently manage their safety programs, 
as well as what loss control elements are in place, through the use of 
on-site loss control survey/audits. 
2. Determine which loss control program elements are meaningful and 
measurable for the purposes of the primary goal stated above. 
3. Determine what metric to use as the measure(s) of the loss history of 
· each hospital. 
4. Conduct a statistical comparative analysis to determine if a significant 
relationship exists between loss history and the implementation of 
selected loss control program items. 
5. Determine which of the selected loss control programs correlate 
positively with loss history. 
Definition of Terms 
AHA (acronym) - American Hospital Association 
• 
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Directed Medical Care - Also known as "choice of physician." The practice of an 
employer choosing what physician an injured employee must see. 
Incidence Rate - As defined by OSHA, is the number of occupational injuries and/or 
illnesses or lost workdays per 100 full-time employees (National Safety Council, 
1999). 
JCAHO (acronym) - Joint Commission on Accreditation of Healthcare Organizations 
Lost Workdays - Those days on which, because of an occupational injury or illness, 
the employee was away from work or limited to restricted work activity (National 
Safety Council, 1999). 
Modification Factor - A number used in calculating the · cost of workers' 
compensation insurance; the modification factor is derived from an 
organization's loss history (Tweedy, 1997). 
NIOSH (acronym) - National Institute of Occupational Safety and Health 
NSC (acronym) - National Safety Council 
Return to Work - The practice of returning an injured employee back to work, within 
restrictions established by the employee's treating physician (Tweedy, 1997). 
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CHAPTER 2 - REVIEW OF THE LITERATURE 
Due to the exploratory nature of this project, there were simply no previous 
published studies to be found which dealt with the research aspects involved - small 
hospital safety, workers' compensation programming, and more specifically, how to 
determine if the implementation of specific safety programs at a hospital will show a 
positive effect on the frequency and severity of injuries within the hospital. Three 
related areas of research, small business safety, hospital safety, and workers' 
compensation programming, were investigated for relevance to this study. The 
review of the literature was conducted by researching the primary areas of Small 
Business Safety, Healthcare/Hospital Safety, and Workers' Compensation 
Programming. The Internet was a useful research tool, as it's use led to texts and 
other references. Information on references was also obtained from knowledgeable 
contacts in the fields of insurance and hospital administration. Finally, case studies 
and historical research were reviewed to explore areas of importance for this thesis 
project. 
Small Business Safety 
There are many resources regarding safety available to the small businesses 
of America. Information published by OSHA, colleges and universities, and 
consultants is available in the form of books, journal and newspaper articles, and on 
the Internet. For example, OSHA's web page (www.osha.gov) lists over 50 links for 
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small business training references, compliance guides, and additional safety 
information. Little information, however, is dedicated to the small hospital. 
The majority of information surveyed focused on safety practices, with little 
relevance to the actual workers' compensation topics to be covered in this study. 
For example, the OSHA document "Keeping Your Workplace Safe: Q&A's for Small 
Businesses" (OSHA, 1996) focuses on the following items: 
• Management Leadership and Employee Involvement 
• Workplace Analysis 
• Hazard Prevention and Control 
• Safety and Health Training and Education 
Jones (1997) explains why small business employees may be at a greater 
risk for work-related safety hazards compared with the employees of larger 
companies: 
1. The seriousness of high work injury rates for small businesses is 
unlikely to be perceived because serious injuries occur infrequently at 
any single enterprise with few employees. 
2. Financial incentives are less likely for smaller businesses. 
3. Employee turnover is often higher in small businesses. 
4. Unions are less common, resulting in less safety advocacy. 
5. Small businesses are less likely to be visited by safety regulators like 
OSHA, providing less incentive to develop programming. 
6. Overall lack of money and resources. 
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An important consideration is that small hospitals do not fit neatly under the 
umbrella of the term "small business," as almost all hospitals analyzed in this project 
have over 100 employees. However, due to the non-profit nature and shoestring 
budgets of many of the hospitals, available resources are extremely limited. 
Healthcare/Hospital Safety 
The healthcare industry, in particular nursing homes, has long been 
recognized among the most hazardous workplaces (National Safety Council, 1999). 
Healthcare facilities present workers with a myriad of potential health and safety 
hazards. Compared with the total civilian workforce, hospital workers have a greater 
percentage of workers' compensation claims for sprains and strains, infectious and 
parasitic diseases, dermatitis, hepatitis, mental disorders, eye diseases, influenza, 
and a variety of other maladies (NIOSH, 2000). Hospitals employ approximately 4.5 
million of the 8 million health care workers in the United States, or about 4 percent 
of the total United States workforce. A national survey of occupational health 
services in more than 2,600 hospitals reported an annual average of 68 injuries and 
6 illnesses in each institution (NIOSH, 2000). The most frequent injuries were 
strains and sprains, followed by puncture wounds due to needles and other sharps, 
abrasions and contusions, lacerations, back injuries, burns, and fractures. 
NIOSH undertook the first comprehensive survey of health programs and 
services for hospital workers in 1972 (NIOSH, 2000). Questionnaires sent out to 
hospitals of all sizes throughout the country were completed at more than 2,600 
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hospitals. The results demonstrated important deficiencies in the worker health 
programs of most hospitals, especially hospitals with fewer than 100 beds. 
According to the study, although 83% of the hospitals surveyed gave new workers at · 
least a general orientation on &afety and health, only about half of the hospitals had 
a regular safety and health education program. Only 35% of the small hospitals had 
regular safety and health education programs, whereas 70% of the large hospitals 
had them. 
Since the 1972 NIOSH survey, the number and size of worker health 
programs in hospitals and health facilities have increased across the nation (NIOSH, 
2000). The number of trained professionals is still limited, however, and although 
some hospitals have expanded the roles of infection control committees, others 
have assigned control duties to security and other administrative personnel who 
have little training or experience in occupational safety and health (NIOSH, 2000). 
These previous studies underline the need to conduct additional research, 
particularly with the small hospitals, who have limited means and resources with 
which to develop and implement safety programming. 
Workers' Compensation Programming 
A brief history on the background of workers' compensation insurance is 
useful in understanding it's purpose and origination. At the turn of the century, a 
number of circumstances highlighted the need for improvement in worker safety and 
compensation for injury after an employee was injured (Bird et al., 1976). The 
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average workday was between 11 and 13 hours long. General practice was for the 
company who employed an injured worker to pay only certain doctor bills and 
medical expenses, or in the event of a death, to pay for the funeral. Families of 
injured employees unable to work suffered cruelly. There were many employees 
being injured on the job at this time - existing records of a Pennsylvania steel 
company indicate that 1,600 of its 2,200 employees lost time from work because of 
injury during a four-year period in the early 1900s (Bird et al., 1976). This amounts 
to 75% of the plant's entire work force losing time from work due to on the job 
injuries within a four-year period. 
The. 1911 Compensation Law of Wisconsin became the first significant 
workers' compensation legislation enacted in the United States (Bird et al., 1976). 
Other states followed with similar laws, and by 1914, the National Safety Council 
(NSC) was formed. By 1948, all states in the U.S. had workers' compensation laws. 
These state laws provided the primary motivation for safety in the workplace for 
employers from a regulatory standpoint until the Occupational Safety and Health Act 
of 1970 was passed by U.S. Congress (Bird et al., 1976). 
Specific workers' compensation laws vary from state to state (Priz, 1995). 
Laws vary in terms of percent of wages paid, maximum and minimum weekly wages 
paid, time limits on claims, waiting periods for initial payment, choice of physician 
(directed medical care), and numerous other special provisions. Rates are 
determined based on the state of jurisdiction, the type of injury, time lost, and level 
of impairment (U.S. Chamber of Commerce, 1997). 
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The problem of disability in the workplace has become a central concern for 
business and labor, as the economic and human costs continue to· grow unabated 
(Hunt et al., 1993b). The personal losses associated with injury and the resulting 
costs due to unemployment, health care, income maintenance, and lost productivity 
have gained increasing recognition in the United States. Furth~r, because of the 
changes in the availability and skill level of the labor force and the requirements of 
the Americans with Disabilities Act, companies (and hospitals) are compelled to 
maintain the health of current employees and to accommodate workers who are 
injured in the course of work (Hunt et al., 1993b). A study done by Hensler (1991) 
estimated that the nearly two million workers that sustained injuries that resulted in 
disabilities cost a conservatively figured $84 billion, or over $100 billion in today's 
dollars. These injuries resulted in 2.9 million lost·work day cases, at an average of 
19 lost work days per case, or 55 million total lost work days. The Urban Institute 
(1990) estimates that employers pay an average of $1,052 (over $1,500 in today's 
dollars) in additional indirect costs due to work-related injuries for every employee 
covered under workers' compensation. Chelius et al. (1992) found that total 
disability costs comprised slightly more than 8 percent of payroll in a sample of 
companies that they studied. The rate of increase in the cost of workers' 
compensation insurance has been high. From 1980 to 1989, the average medical 
claim in workers' compensation rose from $1,741 to $5,370, while the average 
wage-loss claim rose increased from $4,522 to $10,735 (Thompson, 1991 ). 
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The safety and injury prevention programs of the past are not sufficient to 
achieve the loss control results necessary to offset the rising costs of workers' 
compensation claims. In order to be successful, safety programs must look at new 
ways to prevent claims, as well as manage claims after they occur. Mitchell (1991) 
estimates that organizations that have an effective disability management program 
have average workers' compensation costs between 25 and 30 percent less than 
organizations who do not. . Additionally, cost reductions were found to be twice as 
great when long-term cases are resolved. Rousmaniere (1990) showed that roughly 
half of the costs that result from accidents depend on how the company responds to 
and manages costs after they occur. This was also shown by Hunt et al. (1991) in a 
Michigan study, in which employers who were shown to have poor safety programs 
had twice as many accidents, and four times as many workers' compensation 
claims, as employers with good safety programs. The study concluded that how a 
claim is handled can have as much influence on workers' compensation costs as 
preventing the injury from happening in the first place. This was attributed to 
managing medical care - that is, by being involved in the decision making on a 
claim, companies can save money. 
Guleserian (1995) expressed the importance of management of the safety 
program. A good management program will include commitment of senior 
management, as well as input from department managers, claims staff, and safety 
directors. Guleserian (1995) discussed an unpublished comparison of 20 large 
companies that were similar in every major aspect except in their safety program. 
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The comparison found that claims costs at firms who's safety was a business 
management issue had dropped an average of 36.3% over the 12 month period 
studied. At the same time, claims at firms with lesser safety programs had 
increased by 92%. Guleserian (1995) characterized a good management program 
as one with: 
• Company culture support 
• Prompt accident reporting 
• Fast action to prevent additional or further injury 
• Good communication between employer, employees, and the 
insurance company 
• Encouragement of reintegration of the injured ,employee into the 
workplace (Return to Work) 
Guleserian ( 1995) also argued the importance of early case management as an 
important component of an overall good management program. She states that 
case management, or managed care intervention, decreases costs, promotes 
quality of care, returns a greater percentage of employees to work, and does so 
earlier and more successfully. 
A study by Hunt et al. (1993a) sought to answer the specific question "Do 
injury and disability incidence rates at the establishment level persist through time?" 1 
Hunt et al. found that a simple correlation analysis of the incidence of workers' 
1 This was important, in that the information available for this researcher's project 
included modification factors, which are a three-year historical picture of a hospital's 
losses. 
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compensation claims for approximately 25,000 companies showed that the degree 
of correlation varies with the employment level of the establishment. Companies 
with less than 100 employees generally did not have sufficient exposure to develop 
consistent claim rates and showed a negative correlation between claim rates in 
adjacent years. For companies with more than 100 employees, it was found that 
almost 50 percent of the variation in workers' compensation claim rates in a given 
year is predictable based on past experience. 
There is evidence that supports the assertion that putting a Return to Work 
Program in place is an effective way to control workers' compensation costs. In 
Pasadena, California, the city school district reported that after implementing an 
aggressive Early Return to Work Program " ... the district has increased productivity, 
reduced the cost of temporary disability payments, improved claims history, and 
positively influenced the experience modification factor ... " (Deeb, 2000). Campbell 
(1994), puts forth four important steps in creating an effective Return to Work 
Program: 
1. Obtain employee buy-in 
2. Identify and select the best medical care providers in the area to send 
injured employees to 
3. Create an accurate job description 
4. Conduct a task assessment 
While listed in some periodicals as important, very little research was found 
which studied the role of Directed Care in reducing the costs of workers' 
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compensation. According to . Iowa State Workers' Compensation Law (Iowa 
Workers' Compensation Commissioner, 1999) regarding Choice of Medical Care, 
"The employer provides medical care reasonably suited to treat the employee's 
injury, and has the right to choose the medical care." This is accepted in the 
insurance industry as a cost-saving advantage, as the employer has a large amount 
of input on treatment and costs. The Pasadena Unified School District (Deeb, 2000) 
noted that: 
... two occupational health clinics were selected, and all injured workers 
are now channeled to these preferred clinics where treatment 
protocols are more aggressive, and good communication is maintained 
with the District on an injured worker. These clinics also provided 
discounted rates of up to 15 percent, and the District saved an 
estimated $40,000 to $60,000 on medical treatment after only three 
months (Deeb, 2000, p.3). 
Few studies in the literature examined workers' compensation issues from a 
safety management standpoint. Hunt et al. (1993b) focused on the correlations 
between differences in employer-reported levels of achievement on policy and 
practice dimensions with performance on disability outcome measures. The study 
utilized four sets of policy and practice interventions: 
1. Safety Intervention (measured as safety diligence, ergonomic 
solutions, and safety training) 
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2. Disability Management (measured as disability case monitoring and 
proactive return to work program) 
3. Health Promotion (measured as wellness orientation) 
4. General Environment (measured as people oriented culture and active 
safety leadership) 
The effect of these interventions was determined by comparing firm performance on 
the incidence of work-related disability (lost workday cases and number of workers 
compensation wage-loss claims), the duration of disability (lost workdays per case), 
and overall performance (total lost workdays). 
The Hunt et al. ( 1993b) study was conducted by mail surveys of a random 
sample of 220 Michigan establishments with more than 100 employees from seven 
different industries. The main goal of the study was to provide empirical evidence to 
substantiate the impact of employer policies and practices on the prevention and 
management of workplace disability. The results of the study showed that a higher 
self-rating on the safety diligence portion of Safety Intervention (item 1 above) was 
strongly associated with better performance on disability outcomes. The results also 
showed that a higher self-rating on return-to-work programming strongly associated 
with better performance outcomes. Safety training and active safety leadership 
were shown to have significant effects on the number of lost workday cases. The 
remaining aspects of the study did not display any significant effects. 
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CHAPTER3-METHODOLOGY 
This chapter describes the methodology employed in this research project, 
from the selection and on-site implementation of the evaluation tools to the 
reasoning behind choosing the dependent and independent variables for analysis, 
to the analysis of the data selected. The following activities comprise this chapter of 
the project: Phase 1 - Designing the Research; Phase 2 - Collecting the Data; 
and Phase 3 - Analyzing the Data. This methodology is designed to accomplish the 
objectives outlined in Chapter 1. 
• Phase 1 - Designing the Research - Objectives 2, 3 
• Phase 2 - Collecting the Data - Objective 1 
• Phase 3 - Analyzing the Data - Objectives 4, 5 
Phase 1 - Designing the Research 
The primary tasks of designing the research were: 
1. Determining how to measure differences between the effectiveness of 
the safety programs of various hospitals. 
2. Determining what specific loss control program elements might 
account for those differences. 
3. Designing a statistical means of d~termining any correlation between 
specific loss control program elements and the effectiveness shown by 
hospital safety programs. 
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This project is designed as an "after-the-fact" study. Information used in this 
process, in particular the independent variables, or safety program elements, is 
limited to what data had been captured in the process of writing the workers' 
compensation insurance for all of the hospitals involved in the program. No data 
was manipulated during the research. The primary means of data collection on the 
hospitals involved two types of surveys. 
Hospital Loss Control Surveys 
Data available for this project came in the form of two different evaluation 
tools: 1) a standard insurance industry underwriting audit (Mutual Insurance 
Corporation of America, 1998), and 2) the scored "Healthcare Provider Loss Control 
Evaluation" (Safety Management Services Company, 1999). Each of these 
audit/surveys· was conducted for all of the hospitals evaluated in this study. 
Hospitals selected for the study were chosen based on their participation in a group 
workers' compensation program, to which the necessary data was available. The 
program consisted primarily of small hospitals. Both surveys were designed to 
gather detailed information on the safety and loss control programming and 
practices of each of the hospitals. These surveys analyze and review how safety is 
managed within the hospital, what programming is in existence (both from a 
prevention and control standpoint), and to what extent this programming has. been 
implemented. Both surveys were conducted on-site, with supporting documentation 
required in order for a hospital to prove that specific programming exists and had 
21 
been implemented. This process made the information gathered more verifiable 
and reliable than a mailed survey. It was decided to select all of the available 
hospital members of the group workers' compensation program, who's average size 
consisted of less than 100 beds. Four hospitals with greater than 100 beds could 
later be removed from analysis if necessary. 
Standard Insurance Industry Underwriting Audit 
The standard insurance industry underwriting audit (Mutual Insurance 
Corporation of America, 1998) (see Appendix A) is a basic informational audit tool 
used to gather information for the purpose of underwriting the risks of the business. 
This audit serves to "paint a picture" of the insured's operations, loss history, and in-
place controls. Based on the information contained within this audit, as well as 
previous loss runs and total payroll, and insurance company's underwriting team will 
estimate future losses, and thus determine the amount of premium to charge for 
workers' compensation insurance. The standard insurance industry underwriting 
audit contains information relevant to this study, as outlined later in this chapter. 
Specifically, the audit determines whether or not a hospital utilizes early return to 
work, directs care to chosen physicians for workers' compensation claims, or has an 
affiliated nursing home or long term care unit covered by the workers' compensation 
policy. 
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Healthcare Provider Loss Control Evaluation 
The Healthcare Provider Loss Control Evaluation (Safety Management 
Services Company, 1999) (see Appendix B) is a hospital-specific scored audit tool 
developed by Safety Management Services Company in conjunction with a national 
workers' compensation insurance carrier. The scored audit process has several 
functions: first, the audit provides additional information for the underwriting 
process, looking more closely at loss control programming to determine its scope _-
and effectiveness; second, the audit allows hospitals to benchmark themselves, 
and compare how well they do on the audit to other facilities within the program; 
third, the audit provides a quantified way for a hospital to measure its safety 
improvement over time. The ten general areas included in the audit are as follows: 
1. Management Support and Direction 120 points 
2. Training and Accountability 150 points 
3. Employee Training 70 points 
4. Claims Management 110 points 
5. Accident Investigation and Analysis 110 points 
6. Back Injury Prevention Program 110 points 
7. Hiring and Placement 60 points 
8. Safety Promotion 100 points 
9. OSHA Mandated Program Compliance 110 points 
10. Physical Hazard Evaluation 60 points 
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Each of the ten sections is worth the indicated amount of points. The 
maximum total combined score of the audit is 1000 points, with the final score 
expressed as a percentage. Each of the scores of the individual sections is given in 
total points, as well as expressed as a percentage. 
Selection of Dependent Variables (Loss History Descriptors) 
Among the early decisions to be made in the project was determining how to 
measure and describe the loss history of a given hospital - what information to use 
eventually in the statistical analysis as a dependent variable. The loss history 
descriptors needed to be simple, meaningful, and available. Similar previous 
research (Hunt et al., 1993b) found had used as dependent variables the items 
"Lost Workday Cases," "Workers' Compensation Wage-Loss Claims," "Lost 
Workdays per Case," and "Total Lost Workdays." However, these data were 
unavailable for this project. Two other types of information in the workers' 
compensation insurance industry fit the criteria of simple and meaningful, and were 
also availqble - the modification factor and the loss ratio. Each of these indicators 
provides an excellent "snapshot" of the loss performance of a hospital over set 
periods of time, and provide insight as to the effectiveness of a safety program. 
Importantly, data sets for both types of indicators were available for this project. 
This study would have to use "overall" performance indicators, rather than 
individualized claims data, because individual claims data was unavailable for use. 
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1999 Modification Factor 
The modification factor of a company is a number, calculated using total 
reported accidents, as well as a ratio of frequency to severity of accidents. This is 
then adjusted for the size of the business by normalizing the figure via payroll. This 
process results in a number relative to the industry average. A facility with an 
average number of workers' compensation claims, of an average severity, for its 
size, would result in a modification factor of 1.00. A hospital with better than 
average loss frequency and severity would result in a modification factor of less than 
1.00, one that is worse results in a factor greater than 1.00. The amount paid for 
workers' compensation insurance directly correlates with the modification factor. 
For example, a hospital with a mod of 0.90 saves 10% on its policy. A hospital with a 
mod of 1.23 pays 23% more. 
The modification factor is determined using loss data over a three-year period 
(not including the current year), capturing historical loss information. Thus the 1999 
modification factor is calculated using the loss data from 1998, 1997, and 1996. 
This is useful information for the purposes of this project, as the mod factor will 
provide insight as to the past performance of the loss control program of the hospital 
over a period of time. 
2000 Modification Factor 
It was decided during the project to also analyze the 2000 modification factor, 
as the data became available. This was decided for two primary reasons: 
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1. It would provide a more recent capture of loss information, having been 
calculated from the years 1999, 1998, and 1997. 
2. It could be useful in reinforcing or backing up results gained when analyzing 
the 1999 modification factor statistical analysis results. 
2000 Loss Ratio 
A d~cision made during the data analysis portion of the project was to add as 
a dependent variable the loss ratio of each hospital during the policy year 1999-
2000. The loss ratio is essentially the dollar amount spent on workers' 
compensation claims in a given policy year, divided by the amount of premium paid. 
As a general rule of thumb, an insurance company is profitable if the insured's loss 
ratio remains below 50%. 
The loss ratio is a useful tool in determining recent or up-to-date losses for a 
company (Gillam, 1996). It can be calculated throughout a policy year, and a final 
calculation is done at the end of the policy year to measure performance. No 
weighting is given to frequency over severity - the loss ratio is simply a 
mathematical calculation based on dollar figures. 
Selection of Independent Variables 
The independent variables selected were chosen based on the following 
criteria: 
• Availability through the use of the two audit/surveys. 
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• Theoretical impact on the dependent variables chosen for the project -
modification factors and loss ratio, based on the review of the literature 
and common knowledge of the industry. 
Based on these criteria, of the 10 elements listed in the Healthcare Provider 
Loss Control Evaluation, the elements "Management Support and Direction" and 
"Supervisor Training and Accountability" were chosen as the best fit for the project. 
In addition, it was decided to use the Total Score to cover all of the other areas. It 
was decided to limit the number of elements used in order to keep the project 
manageable. The elements "Back Injury Prevention Program" and "Safety 
Promotion" were not chosen for use in the study due to the fact that they are 
typically expensive to implement compared to the other elements. "Employee 
Training," "Accident Investigation and Analysis," "Hiring and Placement," "OSHA 
Mandated Program Compliance," and "Physical Hazard Evaluation" were not used 
because they did not address safety management programming as well as the 
chosen elements. "Claims Management" was not used as it had been shown in a 
previous study (Hunt et al., 1993b) to be ineffective. 
Other independent variables chosen for the project, that did not appear in the 
scored Healthcare Provider Loss Control Evaluation, were used because of their 
known effects on safety programming in other industries. Return to Work 
programmjng has been shown in the literature to be an effective way to reduce the 
number of lost workdays, and thus the overall cost of a claim. The existence of a 
long-term care unit, or nursing home, at a hospital, would indicate a higher level of 
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exposure to injury, as nursing homes have been shown to have injury rates twice 
that of other healthcare institutions (National Safety Council, 1999). An exploratory 
item included was that of Directed Care. No solid_ research was found with regard to 
this practice, so it was added to determine if it had any effect. 
The .use of hospital payroll as an independent variable does not fit the criteria 
outlined above as neatly as the others; however, it was chosen for analysis to 
determine if a relationship existed between the size of a hospital and its losses. 
Independent variables chosen are explained individually, and in further detail below: 
Early Return to Work Programming 
As discussed in the Review of the Literature chapter, it is commonly accepted 
in the insurance industry that an effective Early Return to Work Program will result in 
lowered workers' compensation severity. This translates into the benefit of saving 
dollars on each claim by bringing employees back to the job sooner, reducing the 
amount of indemnity payments for time off. For the purposes of this study, a 
hospital was determined to have an Early Return to Work Program in place if it met 
at least two of the following four criteria: 
• Written early return-to-work policy 
• Job tasks identified for employees with restrictions 
• Supervisors held accountable for return to work programming 
• The designation of a return to work coordinator 
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Any less than two of the four criteria would indicate a program that was not formal in 
nature, and unlikely to be implemented and/or effective. These data were obtained 
by reviewing the standard insurance industry workers' compensation audit 
(Appendix A). 
Directed Care for Workers' Compensation Claims 
This project sought to find if the hospital was taking advantage of Iowa state 
workers' compensation law by directing employees injured on the job to a physician 
of the hospital's choice. As stated in the review of the literature, this is of great 
advantage to the employer, giving the hospital some measure of control over the 
treatment, as well as release, of the employee. Standard insurance industry dogma 
suggests that this should also result in dollar savings, lowering a hospital's 
modification factor and loss ratio. This information was captured on the standard 
industry loss control survey (Appendix B) in the form of a yes or no question. 
Affiliated Nursing Home 
Information available for analysis as a part of the standard insurance industry 
loss control audit included whether or not a hospital had an affiliated nursing home, 
or a long-term care unit. The long-term care industry has long been identified as a 
poor performer with regard to workplace injury and workers' compensation when 
compared to the injury rates of other industries. The analysis of this subject was 
included to determine any relationship with the group involved, as well as to provide 
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a means of comparison to the other independent variables. In other words, if some 
of the other analytes are shown to have a relationship to loss history as strong or 
stronger than that of an affiliated nursing home, it is likely that the target audience 
will find the, information more meaningful. 
Healthcare Provider Loss Control Evaluation Total Score 
The purpose of the Healthcare Provider Loss Control Evaluation is to 
measure, qr quantify, the safety practices and policies in place at a hospital. Thus, 
the Total Score on the Evaluation may have a correlation with the losses that occur 
at a hospital. This was chosen to be included in the study for this purpose. 
Healthcare Provider Loss Control Evaluation Specific Program Elements 
It was also decided to explore the relationship between specific elements of 
the Healthcare Provider Loss Control Evaluation, which, when implemented 
properly, may have a positive effect on a hospital's losses. The elements selected 
focus on management philosophy and programming which could be implemented at 
little cost, and which are believed to be effective. The two program elements 
selected include: 
1. Supervisor Accountability Program Score (Training and Accountability) 
as listed in Table 3.1. 
2. Management of the Safety Program Score as listed in Table 3.2. 
30 
Table 3.1 - Supervisor Accountability Program Score 
Responsibility 
1. Are loss control responsibilities included in the job description of 
department heads and supervisors? 
Points 
20 
2. Are loss control responsibilities included in the job description of 20 
the Safety Coordinator? 
3. Are loss control activities and results included in performance 30 
reviews of the Safety Coordinator, department heads, and 
supervisors? 
4. Have department heads and supervisors had formal loss control 40 
training in safety program responsibilities, accident investigation, 
conducting safety training meetings, and claims management? 
5. Is an orientation program used to train new supervisors in the key 20 
elements of the safety program for which they will be responsible? 
Is a check list used? 
6. Are supervisors required to train employees in safety related areas 10 
on a regular basis with documentation of topics and frequency? 
7. Is this training reviewed by the Safety Coordinator for adequacy 10 
and frequency? 
Table 3.2 ,. Management of the Safety Program Score 
Responsibility 
1. Is there a safety policy statement signed by the administrator and 
posted? 
Points 
10 
2. Is there a written program for employee safety and with 20 
documentation that is being followed? 
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Table 3.2 (continued) 
Responsibility 
3. Has a safety coordinator been appointed and given time and 
authority to be effective 
· Points 
30 
4. Is the Administrator aware of loss results, the present modification 10 
factor, and the cost of workers' compensation insurance? 
5. Does the Administrator set goals for the facility in loss frequency 10 
and severity? Are staff members aware of these? 
6. Is the Administrator active in the safety program by showing visible 20 
support for the program? 
7. Are the responsibilities for the safety program written and clearly 20 
understood? 
Hospital Total Payroll 
A final independent variable examined in the study was Hospital Total 
Payroll. This was selected for analysis to provide insight as to whether or not a 
hospital's size had an effect on losses. It was thought that some of the larger 
hospitals in the study might have more resources than the smaller ones, and thus 
I 
would be able to direct more time, money, and energy at safety programming. A 
good way to examine the size of the hospital is to use payroll - the total amount of 
I 
money paid out to all facility employees. This information was also readily available, 
as the payroll is a figure needed to determine the cost of the workers' compensation 
insurance for each hospital. 
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Phase 2 - Collecting the Data• 
Data collection was relatively straightforward and simple on the surface, yet 
took an enormous amount of time and energy to conduct. Data were collected in 
I 
three different ways: 
On-site Loss Control Surveys 
; 
Each of the hospitals involved in the study was visited to conduct the two 
survey tools - the Standard Insurance Industry Underwriting Audit and the 
Healthcare Provider Loss Control Evaluation. This involved a large amount of 
organization, pre-calling, and setting up of appointments and schedules around the 
state. Site visits ranged from tvyo to four hours. Interviews were conducted of those 
hospital staff members involved in the management of safety, claims handling, 
human resources, and loss control and risk management. Supporting 
documentation was required to receive credit for a specific scored item. For 
I 
example, if a hospital claimed that its supervisors had safety accountabilities written 
I 
within their job descriptions, t~en a proper job description meeting the guidelines 
had to be produced. The site visits resulted in providing the following independent 
I 
variable information used in the project: 
1. Early Return to Work Programming 
i 
I 
2. Directed Care for Workers' Compensation Claims 
3. Affiliated Nursing Home 
4. Healthcare Provider Loss Control Evaluation Total Score 
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5. Healthcare Provider Loss Control Evaluation Supervisor 
Accountability Score 
6. Healthcare Provider Loss Control Evaluation Safety Program 
Management Score 
Workers' Compensation Insurance Application Review 
Each hospital's application for workers' compensation insurance provided the 
following information for the project: 
1. 1999 Modification Factor 
2. 2000 Modification Factor 
3. Total Hospital Payroll 
Loss Run Analysis 
After the hospitals studied in this project had been members of the group 
workers' compensation program for one year, a loss run analysis could be run to 
determine the Loss Ratio. This loss analysis was done utilizing the insurance 
brokerage's computerized claims system, which automatically calculates the Loss 
Ratio by dividing the total dollars spent by the amount paid in premium. A simple 
report was run, and the data were collected. 
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evaluate the gathered data. The first step of the data analysis was to develop and 
construct the data table of dependent ·and independent variables. This was done by 
creating a Microsoft Excel spreadsheet. The hospitals were then assigned numbers 
for the purposes of confidentiality. 
The Statistical Package for the Social Sciences, or SPSS, Student Version 
9.0 (SPSS, 1999) was used for data analysis. Descriptive statistics such as means 
and standard deviations were also calculated. Procedures used for data analysis 
will be discu,ssed in Chapter 4. 
Research Ques~ion 
Based on the information discussed in this chapter, including the design of 
the project, the gathering of the data, and the statistical analysis, the following 
question will serve to guide this research - Does a significant relationship exist 
between any of the following dependent and independent variables listed in Table 
3.3? 
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Table 3.3 - Dependent and Independent Variables 
Dependent Variables 
1999 and 2000 Modification Factors 
2000 Loss Ratio 
Independent Variables 
Early Return to Work Program 
Directed Medical Care 
Affiliated Nursing Home 
Total Evaluation Score 
Supervisor Accountability Score 
Safety Management Score 
Total Hospital Payroll 
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CHAPTER 4 - RESULTS AN,D DISCUSSION 
This section of the study shows and discusses the results of the analyzed 
data. The data were first organized into three categories (Table 4.1 ). The data for 
the dependent variables and covariate (numerically valued) independent variables 
were analyzed descriptively for mean, minimum/maximum, and standard deviation, 
as shown in Table 4.2. N varies in Table 4.2 due to the withdrawal of one of the 
subject hospitals from the group workers' compensation program evaluated in the 
study between the years 1999 and 2000. 
Descriptive statistics on the fixed factor dichotomous (yes or no) independent 
variables are listed as the number and percentage of yes and no responses, as 
described in Table 4.3. 
Table 4.1 - Dependent/Independent Variables 
Dependent Variables 
(numeric) 
1999 Mod Factor 
2000 Mod Factor 
2000 Loss Ratio 
Independent Variables 
(numeric and yes/no) 
Covariates 
(numeric) 
Total Evaluation Score 
Supervisor Account Score 
Safety Management Score 
Total Hospital Payroll 
Fixed Factors 
(yes or no) 
RTW Program 
Directed Medical Care 
Affiliated Nursing Home 
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Table 4.2 - Dependent Variable and Covariate Descriptive Statistics 
Std. 
N Minimum Maximum Mean Deviation 
1999 Mod Factor ·61 .60 1.73 1.0030 .2487 
2000 Mod Factor 60 .61 1.90 1.0232 .2855 
2000 Loss Ratio 60 .00 7.53 .5750 1.0505 
2000 Hospital Payroll 60 .04 27.38 5.4691 5.6582 
Total Evaluation Score 61 31.00 85.00 58.5082 10.8037 
Safety Management Score 61 29.00 100.00 78.0000 15.7077 
Supervisor Account. Score 61 .00 100.00 34.4590 23.8436 
Table 4.3 - Descriptive Data on the Fixed Factor Independent Variables 
Fixed Factor 
Return to Work 
Directed Care 
Nursing Home 
SPSS Analysis of Covariance 
Yes 
26 (42.6%) 
46 (75.4%) 
20 (32.8%) 
No 
35 (57.4%) 
15 (24.6%) 
41 (67.2%) 
In Tables 4.4, 4.5, and 4.6 below, the dependent variables 1999 Modification 
Factor, 2000 Modification Factor, and 2000 Loss Ratio were analyzed. For each of 
these three data tables, the independent variables which are categorical predictors 
(Return to Work, Directed Care, and Nursing Home) are handled in an analysis of 
covariance as fixed main effects. The independent variables which are continuous 
predictors, or covariates, are treated as independent variables in a multiple 
regression. 
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Table 4.4 - Dependent Variable: 1999 Modification Factor 
Source E Significance 
Return to Work (X1) 1.912 0.173 
Directed Care (X2) 4.132 0.047 
Nursing Home (X3) 0.127 0.723 
Total Score (X4) 0.682 0.413 
Program Manage Score {X5) 1.024 0.316 
Supervisor Acc. Score (X6) 0.951 0.334 
Total Hospital Payroll {X7) 0.468 0.497 
Table 4.5 - Dependent Variable: 2000 Modification Factor 
Source E Significance 
Return to Work (X1) 0.873 0.354 
Directed Care (X2) 3.017 0.088 
Nursing Home {X3) 0.216 0.644 
Total Score (X4) 0.212 0.648 
Program Manage Score {X5) 0.131 0.719 
Supervisor Acc. Score {X6) 0.679 0.414 
Total Hospital Payroll {X7) 0.415 0.523 
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Table 4.6 - Dependent Variable: 2000 Loss Ratio 
Source E Significance 
Return to Work (X1) 0.055 0.816 
Directed Care (X2) 0.839 0.364 
Nursing Home (X3) 0.177 0.676 
Total Score (X4) 3.813 0.056 
Program Manage Score (X5} 0.068 0.795 
Supervisor Acc. Score (X6} 2.271 0.138 
T otat Hospital Payroll (X7) 0.305 0.583 
Using a.. = 0.05, the only source to attain significance is Directed Care. No 
other independent variable displayed a meaningful relationship when compared with 
the 1999 Mqdification Factor, as indicated in Table 4. Table 5 and Table 6 show that 
using a.. = 0.05, no independent variables display a meaningful relationship when 
compared to 2000 Modification Factor or 2000 Loss Ratio. 
Table 4. 7 displays the R Squared and Adjusted R Squared of the analyses for 
each of th~ dependent variables: 1999 Modification Factor, 2000 Modification 
Factor, and 2000 Loss Ratio. The Adjusted R Squared value is calculated as follows 
(Agresti et al., 1997): 
R2 _ R2 adj - -
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The negative values achieved for the Adjusted R Squared for the 2000 
Modification Factor and 2000 Loss Ratio are due to combined effects of large 
amount of error and number of degrees of freedom (Agresti et al., 1997). In order to 
further explore this, and in an attempt to produce more useable results, the analyses 
were run without incorporating Supervisor Accountability Score and Program 
Management Score, due to their suspected collinearity with Total Score. However, 
these analyses also ended in a negative Adjusted R Squared value for 2000 Loss 
Ratio (Adjusted R Squared = -0.013); for 2000 Modification Factor the results were 
little improved (Adjusted R Squared = 0.021 ). 
Table 4.7 - Dependent Variable: R Squared and Adjusted R Squared 
Dependent Variable 
1999 Modification Factor 
2000 Modification Factor 
2000 Loss Ratio 
R Squared 
0.174 
0.118 
0.113 
Adjusted R Squared 
0.063 
-0.001 
-0.007 
The model used for data analysis is as follows (Steel et al., 1980, p. 297): 
Where ~1X1 through ~7X7 represent independent variables analyzed in the study as 
described in Table 4.8. 
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Table 4.8 - Independent Variable Model Values by Dependent Variable 
Dependent 
Variable 0o 01 02 03 04 0s 0s 01 
1999 0.570 0.0977 0.152 0.026 0.004 0.003 -0.0019 -0.0042 
Modification 
Factor 
2000 0.814 0.0773 0.153 -0.039 0.0026 0.0011 -0.0185 -0.0046 
Modification 
Factor 
2000 Loss 2.901 -0.0717 -0.298 -0.134 -0.0409 -0.003 0.0125 0.0146 
Ratio 
Discussion 
The results find no · support for the existence of a relationship between the 
dependent variables of Modification Factor and Loss Ratio to the independent variables 
of the existence of a return to work program, affiliation to a nursing home, the various 
scores obtained from the Healthcare Provider Loss Control Evaluation, or a hospital's 
total payroll. A significant relationship was observed between the 1999 Modification 
Factor and whether or not a hospital directs its medical care; however, this relationship 
did not repeat with the 2000 Modification Factor, limiting its meaningfulness. 
1999 and 2000 Modification Factors 
No meaningful relationships were found between both the 1999 and 2000 
Modification Factors and the independent variables examined in the study. A 
significant correlation was observed between the 1999 Modification Factor and the 
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existence of Directed Care; however, this correlation was not repeated during the 
analysis using the 2000 Modification Factor as the dependent variable. This 
suggests that, if a meaningful correlation does exist, it is not consistent from year to 
year. The purpose of this study was to find programming that would have a positive 
impact on the hospital's losses - having the correlation exist in one year, but not the 
next, provides an unconvincing argument of usefulness. Moreover, the 2000 
Modification Factor represents data that is one year more recent than the 1999 
Modification Factor, making it the seemingly more relevant data. When the 2000 
Modification Factor analysis shows no meaningful correlation to the independent 
variables, it sheds additional doubt on the results of the analysis for the earlier year. 
It is thus the conclusion of the researcher that no meaningful relationships were 
discovered with regard to Modification Factors. This leads to the conclusion that 
the selected independent variable programming had little measurable impact on a 
hospital's modification factor. 
Loss Ratio 
As with the Modification Factors, no meaningful relationships were found 
between the 2000 Loss Ratio and the independent variables. involved in the study. 
2000 Loss Ratio and Total Score did achieve a significance of 0.056 as shown in 
Table 4.6, however this result was not supported with significance levels of equal 
value by the Program Management of Supervisor Accountability Score. This leads 
to the conclusion that, as analyzed in this study, the selected independent variable 
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programming had little measurable impact the hospitals' losses over the previous 
year. 
Limitations 
The limitations section of this chapter is divided into three categories: 
limitations of the study itself, limitations of the dependent variables used, and 
limitations of the independent variables chosen. 
• The Study 
There are several limitations to the study itself, primarily due to the fact 
that the study was exploratory in nature. These limitations became 
evident once the data were analyzed, and no correlations were observed 
between the dependent and independent variables chosen. Identified 
limitations of the study include: 
Lack of previous research. The lack of solid research in the areas of 
the study limited the available information from which to draw 
conclusions and make decisions regarding the design of the research. 
Previously, little published research had been conducted in the areas 
of small hospital safety, and in particular, the application of workers 
compensation techniques in small hospitals. While some anecdotal 
information was available for small businesses, most of the material 
did not relate. This was true for two reasons: first, the information was 
intended primarily for small manufacturing companies, not hospitals; 
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and ~econd, a small hospital does not truly meet the definition of a 
small business. Often, the small hospital with less than 100 beds has 
between 100 and 250 employees - too big to be a small business by 
most standards. 
Limitations of the audit tools. The two audit tools used in the project, 
the Healthcare Provider Loss Control Evaluation and the Standard 
Insurance Industry Underwriting Audit, were used to capture the 
majority of the information for this study. The scored information used 
as independent variables taken from the Healthcare Provider Loss 
Control Evaluation included the total score, supervisor accountability 
score, and safety management score. The main function of this 
evaluation is to provide a quantified means of evaluating the safety 
programming of a hospital, to predict future loss. The results of this 
study do not support this function. 
Variables chosen. The variables chosen fall into two separate 
categories, dependent and independent. Perhaps the research was 
looking at the wrong variables. Hunt et al. (1993) used as dependent 
variables (1) Lost Workdays per 100 Employees and (2) Number of 
Lost Workday Workers' Compensation Claims. Unfortunately, these 
data were not available for this study. The independent variables 
chosen were those thought by the researcher to be most important, 
based on criteria outlined in the Methodology chapter. However, other 
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items were not included in the study, such as scores on the Healthcare 
Provider Loss Control Evaluation on "Claims Management," "Back 
Injury Prevention Program," "Hiring and Placement," "Safety 
Promotion," or "Physical Hazard Evaluation." These may have more of 
an impact than previously thought. 
• Dependent Variables 
Limitations of the dependent variables may have played a large role in 
this project. Both the Modification Factors (1999 and 2000) and the Loss 
Ratio look only at reported workers' compensation claims, and do not take 
into consideration incidents, or injuries which are not sizable enough to 
result in an actual claim. Many hospitals self-insure some degree of risk; 
that is, they maintain a deductible and turn in any claim above that 
amount. Some hospitals may have had a deductible set at $200, while 
others chose $750. This could account for a large amount of the variation 
in claims between hospitals. Because this is done internally, this was 
information not readily available for this project. 
Another limitation of the use of Modification Factors is the fact that 
they are historical in nature. The 1999 Modification _Factor, for example, 
takes into account the losses incurred in 1996, 1997, and 1998. The 
$Urveys used to gather information for this project were conducted in 
1999. Programming that was reported to be in place may not have been 
for the entire previous three-year span. Thus, the benefits of the 
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programming would not show up in the modification factor. It was hoped 
that the use of the Loss Ratio would account for this, as it used claim data 
for 1999-2000. However, no meaningful relationships were found. 
• Independent Variables 
The primary limitation of the Independent Variables was simply that 
not all of them could be used in this study. There were many other 
sources of data that could have been explored, and that possibly had an 
impact, such as: hospital location (urban or rural); amount of county, city, 
or private funding; location within the state; relative income and prevalent 
maladies of the servicing population; employee training; lifting and patient 
transfer equipment; experience level of the safety coordinator; experience 
level of the staff; and so on. The available independent variables are 
limitless. 
The most important limitation may have been the small size of the 
hospitals studied. Hunt et al. (1993b) found in a study of general industry 
that the degree of correlation of losses to employment depended on 
employment level. Smaller companies simply did not have enough injury 
exposure to develop consistent claim rates. This may have been the case 
with the small hospitals observed in this thesis project. 
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CHAPTER 5 - CONCLUSIONS AND RECOMMENDATIONS 
This chapter discusses the conclusions that were drawn based on the results 
of the three statistical analyses of the chosen dependent variables: ( 1) 1999 
Modification Factor, (2) 2000 Modification Factor, and (3) 2000 Loss Ratio. In 
addition, this chapter outlines opportunities for further study. 
Conclusions 
The following general conclusions can be made regarding this exploratory 
research project: 
1. No meaningful relationships were found between the 2000 Loss Ratio 
and the selected independent variables of this study. 
2. A relationship was found between the hospital's Modification Factor 
and the independent variable Directed Care. This relationship was, 
however, inconsistent from the 1999 to the 2000 Modification Factor, 
suggesting the need for further research. 
3. No meaningful relationships were found between the 1999 and 2000 
Modification Factors and the remaining independent variables 
selected: Return to Work, Nursing Home, Total Score, Program 
Management Score, Supervisor Accountability Score, and Total 
Hospital Payroll. 
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Future Research 
Future research may be pursued in several areas: 
1. Once the information becomes available, it may prove useful to use as 
dependent variables the following, as done by previous researchers: 
Lost Workday Cases, Workers' Compensation Wage Loss Claims, 
Lost Workdays per Case, and Total Lost Workdays. 
2. Further research may explore the relationships to loss of the various 
Independent Variables discussed above. 
3. Future research may want to focus on elements of the scored 
Healthcare Provider Loss Control Evaluation which were not reviewed 
for this project, such as "Back Injury Prevention Program" or "Hiring 
and Placement." 
4. Future research is needed on the usefulness, structure, content, and 
applicability of the scored Healthcare Provider Loss Control Evaluation 
itself. Based on the information gathered during this project, the audit 
does not work well for the data group used. The audit may work for 
larger hospitals with a more developed loss experience. This is 
important should this audit be used as a tool for underwriting 
purposes, to predict future losses. 
5. The approach that this study took, should it be proven successful, 
would be of value to the insurance industry. Often, when quoting a 
new account, the only information available with which to evaluate a 
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company is the modification factor or loss ratio, along with a standard 
insurance industry underwriting audit. Creating audit tools that better 
reflect the industry will assist in more adequately pricing insurance. 
6. Future research may look at how to best quote workers' compensation 
insurance policies for small businesses, such as the hospital 
population studied in this thesis. Is there a better method than the 
traditional previous loss analysis and standard underwriting survey? 
7. Further research is needed to determine the viability of the 
modification factor and loss ratio as accurate predictors of future 
losses, particularly for smaller employers. Limitations for each may 
make them unusable for the population of this study, but viable for 
other industries or populations. 
8. Based on the results of this study, the usefulness of expensive, on-site 
surveys should be questioned. While on-site visits build client 
relationships, a simple mail survey may provide the underwriting 
information needed. Future research could examine this issue from a 
cost/benefit standpoint. 
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APPENDIX A 
SURVEY INSTRUMENT - MICOA SURVEY 
• Safety Management Services Company 
MICOA 
Health Care Workers' Compensation Program 
Survey of: 
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1.) Facility Name: 
2.) Location: 
3.) Date of Survey: 
4.) Contact name(s) and title(s): 
Number of beds: 
5.) Overview of operations: 
a) Ambulance Service [8] Yes ONo 
b) Emergency Room [8] Yes 
c) Home Health Care [8] Yes ONo Add. Training? OYes 
Radius of operation is within the county. 
CheckMVRs? 
Vehicle Policy? OYes 
Lifting Aids Used? [8] Yes 
Back belts are available upon request to all home health care serv ice staff. 
d) Foodservice [8] Yes D No Cafeteria? 
e) Laundry Department [8] Yes D No 
f) 
g) 
h) 
i) 
j) 
k) 
Day Care - Adult 
Day Care - Child 
Nursing Home 
Certified Blood Bank 
Laboratory 
Maintenance 
OYes [8]No 
[8] Yes 
[8]No 
OYes [8] No 
[8] Yes 
[8] Yes ONo 
[8] Yes 
ONo 
[8] No 
[8] No 
ONo 
# ofVehicles 
CheckMVRs? D Yes [8] No 
1) Administrative Staff 
m) Medical Staff (nurses, physicians, therapists, etc.) 
n) Total Number of Employees 
6.) Who owns and/or runs the facility and a history of ownership? 
7.) 
8.) 
Do hiring practices include (check all that apply): 
Application: [8] Yes D No 
Drug-Testing: [8] Yes D No 
Back Screen: D Yes [8] No 
Reference Checks: [8] Yes D No 
Physicals: [8] Yes D No 
Written Job descriptions and Physical demands: [8] Yes ONo 
Do orientations include: Policies/Procedures: 
Safety Rules: 
OSHA Programs: 
Accident Reporting: 
[8] Yes D No 
[8] Yes ONo 
D Yes [8] No 
[8] Yes D No 
# of 
Employees 
9.) 
10.) 
11.) 
12.) 
13.) 
14.) 
Do benefits include: 
Paid Medical: [gJ Yes 
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Return to Work: 
On-the-Job Training: 
Is training documented: 
Paid Dental: 
[8J Yes D No 
[8J Yes D No 
[gj Yes D No 
[8J Yes 
Paid Sick: [gJ Yes Short-term Disability: OYes 
Paid Vacation: [8J Yes Pension Plan: [8J Yes 
40l(k) [gj No 
Return to Work Program: 
Designated claims coordinator? [gj Yes 
Agreement with medical providers? [gJ Yes 
Regular contact with the injured employee? [8J Yes 
Modified-duty jobs identified for employees with restrictions? [8J Yes 
Accident investigation/reporting process: 
Accidents investigated within first 24 hours? [8J Yes 
Written accident investigation policy? [8J Yes 
Use of written incidence report? [8J Yes 
Reports reviewed by safety committee? ~Yes 
Supervisor Accountability: Are supervisors held accountable for: 
Employee turnover: OYes 
Employee injuries: OYes 
Early return to work: OYes 
Does supervisor perfonnance evaluation reflect Safety and Injuries 
within their departments? OYes 
List OSHA Programs in place and whether they are adequate: 
Hazard Communication ~Yes 
Lockout/Tagout ~Yes 
Personal Protective Equipment [8J Yes 
Emergency Preparedness [8J Yes 
Bloodborne Pathogens ~Yes 
Confined Space Entry 
Tuberculosis Exposure Plan [gJ Yes 
Asbestos Awareness OYes 
Others (list): [8J Yes 
[gj No 
ONo 
~No 
~No 
~No 
~No 
ONo 
~No 
~No 
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15.) Type of training conducted within the current policy period: 
Safe Lifting !8J Yes 
Supervisory Training 0Yes !8J No 
Latex Allergy !8J Yes 
Workplace Violence 0Yes !8J No 
Ergonomics 0Yes !8J No 
Accident Investigation !8J No 
16.) Ergonomics program in place: D Yes !8J No 
Were any additional changes made to workstations or programming because of Safety? 
!8,1 Yes D No 
If yes, please explain: 
17.) Is there a Safety Coordinator and what activities are conducted? !8J Yes 
18.) Do they have a safety incentive program? 0Yes !8J No 
19.) Is there an active safety committee: !8,1 Yes 
20.) X-Ray Department Protection: Badges: !8J Yes 
Checked monthly?: !8,1 Yes 0No 
Lead apron: !8J Yes 
21.) Miscellaneous Items: Use of cancer fighting drugs: !8J Yes 
Adequate sharps disposal program: !8J Yes 
GFCis used on portable medical equipment: !8J Yes 
Ethylene oxide usage: 0Yes !8J No 
Gas scavenging systems used on anesthetic equipment: !8J Yes 
Nuclear Medicine used: !8J Yes 
Lasers used : 0Yes !8J No 
Security Cameras: !8J Yes 
Lockdown procedure: !8J Yes 
Pet visits allowed: !8J Yes 
Aircraft or helicopters: 0Yes !8J No 
22.) Most recent JCAHO audit score: Date: 
23.) Summary of claims over $25,000 and accident trends over prior two years: 
24.) Interest level of contact: 
interest~d D Interested !8,1 Very Interested 
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25.) Action plan: 
D Develop written return to work program 
Provide supervisor training program 
Develop written OSHA program - Confined Space Entry, Lockout/Tagout 
D Implement accident investigation policy and procedures 
D Require back safety program and training 
Other: Develop OSHA Orientation training program for all employees. 
26.) Conclusion/Additional Information: 
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APPENDIX B 
SURVEY INSTRUMENT - LOSS CONTROL EVALUATION 
Sample Hospital 
Loss Control Evaluation 
Presented By: 
II 
Safety Management Services Company 
300 Security Building 
P. 0. Box28 
Dubuque, IA 52004-0028 
(319) 583-7301 
November 1, 1998 
CONFIDENTIAL AND PRIVILEGED 
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EVALUATION STATEMENT 
The purpose of the Healthcare Provider Loss Control Evaluation is to provide a basis for each 
facility to establish or reinforce its own program. 
Loss Prevention is a key ingredient in your overall Risk Control program. Being able to identify 
hazards unique with your facility will enable you to build your program with the ultimate goal of 
reducing the costs and frequency associate with occupational injuries. 
Completion of this program will indicate those strong areas of your Loss Control program and 
will also show those areas that need additional attention to make your program complete. 
This report relates only to the specific matters covered herein, and is not meant to imply that every possible hazard 
has been identified, or that no other hazards exist. The sole reason for this report is to assist you in your 
responsibility to prevent accidents and losses. SMSC does not warrant or represent that compliance with any 
recommendation in this report: a) will make your operations safe or healthful, or (b) will satisfy any local, state or 
federal laws, rules or regulations, or (c) that you will be in compliance with local, state or federal laws, rules or 
regulations. 
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EVALUATION DATA.SHEET 
Date Evaluated: 11/1/98 
Facility Name and Address: Sample Hospital 
Anywhere,Iowa 
Number of Beds: 48 Acute I 43 ICF 
Present Employee Count: 220 
Contact Names, Titles, and Phone Numbers: John Doe 
Jane Smith 
Evaluation Performed By: Frederick S. Bounds, ALCM, 
ARM 
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HEALTHCARE PROVIDER 
LOSS CONTROL EVALUATION PROFILE 
01·· · ... ;•. .. ;..c.eJ. ....• :·'!''·,;; .:/:.'{,: ··•·.:•·•··· '?•.··,:. <: Elements• ··;eC , '·bf <: ' :':~itufl1'• ), •:,•score . ·• . ,. . '• :OSSI e:,, . ,.,, .. 
ilBoints•·: • ,: JPo.ii(t:$. : . '0% ,, ..... ... ,, ... ,, .. . ':' ·.:,.:.• ·• ·,,;, .. ·: : 
I. Management Support and Direction 7 120 60 50% 
II. Training and Accountability 5 150 20 13% 
III. Employee Training 4 70 50 71% 
IV. Claims Management 5 110 0 0% 
V. Accident Investigation and Analysis 7 110 5 4% 
VI. Back Injury Prevention Program 6 110 75 68% 
VII. Hiring and Placement 3 60 30 50% 
VIII. Safety Promotion 5 100 0 0% 
IX. OSHA Mandated Program Compliance 6 110 100 91% 
X. Physical Hazard Evaluation 3 60 40 67% 
•. ··"·''' ·. /· '. ,. ... ·.· <.' .. .,,,. 
TOTAUS ··:" 31 . ' . '1';000 380 38% ·. ' . .. 
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HEALTHCARE PROVIDER LOSS CONTROL EVALUATION 
1. Is there a Safety Policy Statement signed by the Administrator and 
osted? D Yes No 
2. Is there a written Safety Program for employee safety with 
documentation that is being followed? Yes D No 
3. Has a safety coordinator been appointed and given time and 
authority to be effective? Yes D No 
4. Is the Administrator aware of loss results, the present mod. 
factor and the cost of workers' compensation insurance? 
~Yes 0No 
5. Does the Administrator set goals for the facility in loss frequency 
and severity? D Yes No 
Are staff members aware of these? 0Yes ~No 
6. The administrator is active in the safety program by showing visible 
support for the safety program. D Yes No 
Examples: Active in safety committee issues. 
Present at em loyee safety meetin s. 
7. Are responsibilities for the Safety Program written and clearly 
understood? D Yes No 
(Administrator, Safety Coordinator, Department Heads, Supervisors, 
Employees) 
10 0 
20 20 
30 30 
10 0 
20 0 
20 0 
1. It is recommended that the Safety Policy Statement be posted in an area for all employees to 
review. Any accident control program must start with announced and demonstrated 
management interest. Attempting to control losses without a well defined and publicized 
policy produces a program that lacks direction. 
5. It is recommended that the Administrator set visible goals for the staff to achieve with regard 
to losses. For example, to reduce back claims by 50% this year. 
6. It is recommended that the administrator take an active role in showing support for the safety 
program by attending safety committee meetings, employee safety meetings, etc. 
7. The employees and supervisors should be trained so that they understand their 
responsibilities in the Safety Program. 
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HEALTHCARE PROVIDER LOSS CONTROL EVALUATION 
1. Are Loss Control responsibilities included in the job description of 20 0 
Department Heads and Supervisors? OYes [Z]No 
The Safety Coordinator? [Zj Yes ONo 20 20 
2. Is Loss Control activity and results included in performance reviews 30 0 
of the Safety Coordinator, Department Heads and Supervisors? 
3. Have Department Heads and Supervisors had formal loss control 40 0 
training in: 
OYes [ZJ No 
0 Safety Program Responsibilities 
0 Accident Investigation 
D Conducting Safety Training Meetings 
0 Claims Management 
0 Other 
4. An Orientation Program is used to train new supervisors in the key 20 0 
elements of the safety program for which they will be 
responsible? OYes [Z]No 
Check List used? OYes IZ]No 
5. Are supervisors required to train employees in safety related areas on 10 0 
a regular basis with documentation of topics and 
frequency? OYes IZJ No 
This is reviewed by the Safety Coordinator for adequacy of contract 
and frequency? 0 Yes [ZJ No 
1,2. It is recommended that loss control responsibilities be included in the job descriptions of 
supervisors, and that their performance in the areas be included during the salary review 
process. This creates an accountability system for safety in their departments. 
3,4. Training for supervisors in these areas is critical to their effectiveness in loss control 
programming. New supervisors should receive a safety management orientation. 
5. The use of supervisors in the training process promotes safety to the employees, and 
provides a more frequent safety message. Review by the safety coordinator sets up an 
accountability of the supervisors to make sure they are conducting proper, timely training in 
their departments. 
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HEALTHCARE PROVIDER LOSS CONTROL EVALUATION 
1. A new employee safety orientation program with check list is used to 
2. 
3. 
4. 
orientate all new employees? rgj Yes D No 
The orientation is adequate and signed 
orientation person? 
by the employee and 
rgj Yes D No 
Title of person giving safety orientation: 
Safe working procedures and general safety rules are 
distributed and reviewed with all employees at least 
annually? _ rgj Yes 0No 
The safety rules are ade uate and well written? rgj Yes 0No 
Are new employees evaluated periodically on his/her safety 
performance? 0Yes rgjNo 
Is the safety orientation checklist used in this process? 
0Yes rgjNo 
Are employees exposed to outside speakers on safety subjects at 
least annuall ? 0Yes rgj No 
30 30 
20 20 
10 0 
10 0 
3. This should be done formally, to ensure that new employees understat1d and are following 
safe working practices. 
4. The use of outside speakers is an excellent tool for safety communication. 
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HEALTHCARE PROVIDER LOSS CONTROL EVALUATION 
IV. 
1. Claims management is recognized as one of the most important cost 
control areas and is heavily supported by the 
Administrator? D Yes IZ! No 
2. A claims management coordinator has been appointed as the point 
person in directing injured employees, following medical treatment, 
regular contact with injured employees away from work, contact 
person with claims representation and return-to-work specialist. 
3. Supervisors are trained in the facility's claims management 
philosophy and understand their role as well as the claims 
coordinator's role? D Yes IZ! No 
4. All departments cooperate by having a pool of jobs or tasks available 
for employees returning to work who may need jobs to 
accommodate physical restrictions. D Yes IZ! No 
5. Employees are informed of the facility's philosophy on claims 
management in orientation? D Yes 1Z! No 
Annual coverage of claims management topics is covered with all 
employees? D Yes IZ! No 
Actual 
20 0 
50 0 
20 0 
0 
0 
1. Claims management should be a top priority of the hospital, and should be supported from 
the top down. 
2. The claims management coordinator piays the most important role in the process of claims 
management, acting as the gatekeeper for the hospital. Currently, the process is divided up 
between toQ many people, allowing claims to "fall through the cracks." 
3. The supervisors also play a large role in this process. SMSC will assist in the training of the 
supervisors. 
4. Each department should have formally prepared job tasks to be used in accommodating 
return-to-work employees. 
5. Training on claims philosophy is recommended at orientation and annually for all employees. 
Topics covered should include claims reporting, the role of the coordinator, and the hospital's 
safety commitment. 
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HEALTHCARE PROVIDER LOSS CONTROL EVALUATION 
Points 
v. . ··.·~ccicl~n#Inli~$tle~:Jon,iln:Ui~ii~hisis•{ftolMints) .. •gpssible : Actual < 
1. Supervisors have the responsibility of investigating accidents of 20 0 
employees they supervise? 0Yes [Z]No 
2. All supervisors have been trained Ill accident investigation 30 0 
techniques? 0Yes [Zl No 
Refresher training in accident investigation IS given to all 
supervisors annually? 0Yes [Z]No 
3. A good accident investigation form is being used? D Yes [Zl No 10 0 
This form is available to all supervisors for immediate use? 
0Yes [Zl No 10 0 
4. Prompt reporting of accidents to supervisors is understood by 10 5 
employees? [Zl Yes 
Disciplinary action IS taken for failure to report an accident Ill a 
timely fashion? 0Yes [Zl No 
5. The safety coordinator receives the complete accident report within 10 0 
one working day. 0Yes [Z]No 
6. The safety committee is used to review accident investigation reports 10 0 
that corrective action is difficult to determine? Yes [Z]No 
7. Accidents are analyzed on a quarterly basis and the results are shared 10 0 
with the Administrator, Department Heads and Safety Committee? 
0Yes [ZJ No 
1. Supervisors should investigate accidents within their departments for several reasons: they 
know the area, the employee, and the accident, they are in the best position to understand 
what happened, how to correct it, and how to prevent reoccurrence. 
2. Supervisors should be trained on the purpose of accident investigations, as well as how to 
properly conduct them. This will make the process most effective. 
3. This form is currently being created. 
4. There is no set policy on how disciplinary action will be taken if accidents are not reported 
in a timely fashion. 
5. It was reported that it often takes longer than one day. 
6. This is an important function of an effective safety committee, and assists in developing 
corrective· action after an accident. 
7. Sharing accident information will assist the organization with developing preventative 
measures and taking action. 
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HEALTHCARE PROVIDER LOSS CONTROL EVALUATION 
VI. 
1. Back injury prevention is recognized as a top priority and is covered 
in orientation with all em loyees? rg] Yes D No 
2. Back injury prevention education is provided for all employees in 
formal training with at least annual refresher training? Covered in 
training is: rg] Yes D No 
• Body physiology/emphasis upon the back 
• The nature of back injuries 
• Body mechanics 
• Pre-shift stretching and warm-u 
3. Outside back injury prevention specialists are used to train and 
romote your back injury revention program? rgj Yes D No 
4. Pre-shift stretching and warm-up is mandatory for all staff in the 
facility and is enforced with discipline? D Yes rg] No 
5. An adequate number of mechanical lifting or transfer units are 
available to the nursing staff? rgj Yes D No 
6. An ergonomic committee has been established and meets regularly 
to address issues relating to back injury prevention? D Yes rg] No 
20 20 
25 25 
20 20 
25 0 
0 
4. This is an excellent way to keep employees aware of proper lifting techniques and has 
been proven to drastically reduce the frequency of back injuries when implemented by an 
organization. 
6. This is an important function of an effective safety committee, and assists in developing 
corrective action after an accident. 
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HEALTHCARE PROVIDER LOSS CONTROL EVALUATION 
1. References are obtained on all perspective employees and past 
employees are contacted? IZI Yes O No 
Documentation of reference and employers is kept. 
2. A post hire "Job Demand Profile Analysis (JDPAs) is used for all 
non-clerical employees. 0 Yes IZI No 
• Evaluation by certified physical therapist. 
• An occu ational hysician is used for further evaluation. 
3. A post hire Medical History Evaluation is obtained on every new 
hire to help assure their ability to perform the job? 
IZI Yes ONo 
.,,, :: ,· ·. iPi»t.$.t::::;: :-: : .• 
J:1 t:,:;;;ictti31 ·: 
10 
30 0 
20 20 
2. JDPA's are useful to make sure that the employee hired is physically capable of performing 
all duties 'assigned to him/her. 
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HEALTHCARE PROVIDER LOSS CONTROL EVALUATION 
The administrator is involved with the design and implementation of 
the rograms? D Yes No 
2. Safety incentive systems are in place, well publicized and accepted 
by the em loyees? D Yes No 
3. A variety of safety incentive systems are in place to give every 
employee who remains accident free an opportunity to receive an 
award? D Yes No 
4. Safety incentive awards are tied to prevention of lost time injuries, 
not the re orting of injuries. D Yes No 
5. The Team Approach is used in the Safety Incentive Systems to help 
create common goals? D Yes No 
Actual 
10 0 
20 0 
30 0 
20 0 
20 0 
1-5. Safety Promotion Programs are a useful way to communicate safety to all hospital 
employees. Safety incentives can be given out to staff members if goals regarding lost time 
injuries, proper accident reporting, etc. are attained. Awards as simple as monthly coffee 
and donuts for safe performance can be used to effectively communicate safety. 
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HEALTHCARE PROVIDER LOSS CONTROL EVALUATION 
1. A formal written Safety Program which meets OSHA criteria (when 
applicable) is in place and the activities are well documented? 
Yes ONo 
2. Right-to-Know Training is completed annually for all employees? 
This training is well documented with signatures of all employees at 
the facility? Polling employees shows that all understand what 
MSDS sheet are where they are located? Bloodbome Pathogens 
training is included in this trainin ? ~Yes 
3. OSHA recordkeeping is up to date with the form 200 posted annual 
and records kept for at least five (5) years? ~Yes 
4. Lockout/Tagout: 
• A written program is in place and is followed . 
• All authorized and affected employees are trained with good 
documentation. 
• Adequate lockout/tagout materials are available and used . 
• A self-audit program is in effect. 
~Yes 
5. A safety committee is established with defined goals and activities? 
~Yes 
Minutes are documented? ~Yes 
Membership has staff and supervisors? ~Yes 
Members are rotated? ~Yes 
6. Confined Space Entry: 
The facility has been evaluated to determine if any confined space is 
present? OYes ~No 
If a confined space is present: 
• A written program is developed and followed . 
• All confined spaces are marked . 
• Individuals with confined space entry responsibility have been 
trained. 
• Necessary materials are available for confined space entry ( air 
testing meter, two-way communication devices, fans) 
Possible· Actual 
30 30 
20 20 
10 10 
20 20 
20 20 
10 0 
6. While on site, assistance was given with the facility evaluation. Confined spaces must be 
identified, a written no-entry policy produced, and employees must be trained on the no-
entry policy. 
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HEALTHCARE PROVIDER LOSS CONTROL EVALUATION 
Points 
. ;:PQssible . Actual 
1. A facility inspection procedure is in place with responsibility for the 
inspections established and the frequency indic/~ed? 
[gjYes 0No 
2. A facility inspection form is used as a checklist which represents the 
critical parts inventory for all areas and Departments? 
D Yes [gJ No 
3. A method is used to follow up on deficiencies and problems 
identified during facility inspections? (Ideally, a work order form is 
used with a separate file for open or incomplete forms and a closed 
file for forms indicating completed action.) 
[gJ Yes D No 
20 
20 
20 
1. It is recommended that supervisors conduct formal inspections within their 
departments on a monthly basis. 
2. A checklist format is an easy and formal way to conduct inspections, which can be 
reviewed by the safety department. 
20 
0 
20 
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